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Case ReportsExtension to the right heart chambers can cause valve
obstruction, leading to cardiac insufficiency and death.
Magnetic resonance and computed tomographic angiogra-
phy are the most sensitive methods to diagnose this pa-
thology and to enable planning of the most appropriate
therapeutic strategy.2 Treatment consists in a total hyster-
ectomy and bilateral salpingo-oophorectomy, along with
removal of as much of the extrauterine tumor as possible.
Recurrence can result from incomplete excision and may
necessitate further surgical treatment. Because of the pres-
ence of estrogen receptors, antiestrogens such as tamoxi-
fen may be given when the tumor is unresectable or to
control for incomplete resection or recurrence of the
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considered in the differential diagnosis of a middle-aged
or older woman with a right-heart tumor. Histopathologic
diagnosis must be made because other tumors, such as leio-
myosarcomas of the retroperitoneum, may mimic intravas-
cular leiomyomatosis.References
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previous frozen elephant trunk procedure with the E-vita Open Plus
stent-graftVito Giovanni Ruggieri, MD, Amedeo Anselmi, MD, Issam Abouliatim, MD, PhD, and
Jean-Philippe Verhoye, MD, PhD, Rennes, FranceThe use of a hybrid stent-graft enables the extension of the
aortic repair into the dissected descending aorta in patients
undergoing aortic surgery through a median sternotomy.
The frozen elephant trunk technique has been reported
to decrease the rate of aortic reoperation, both open and en-
dovascular, after repair of type A acute aortic dissection.1,2
Here we discuss a case of thoracoabdominal aneurysm
treated with conventional surgery after a previous frozen
elephant trunk procedure with the E-vita Open Plus
hybrid endoprosthesis (JOTEC GmbH, Hechingen,
Germany).CLINICAL SUMMARY
A 33-year-old male patient was admitted with diagnosis
of type A acute aortic dissection. The intimal tear waslocalized into the ascending aorta. We performed an emer-
gency David procedure, and the aortic arch was free from
intimal tears. The day after surgery, the patient’s primary
care physician informed us about a diagnosis of Marfan
syndrome, which was later confirmed histopathologically.
Predischarge computed tomographic scan showed the ex-
tension of the dissection down to the abdominal aorta, with-
out aneurysmal dilatation. Twenty-six months later, the
patient came back with both worsening dyspnea and dorsal
and lumbar pain. Computed tomographic scan revealed an-
eurysmal dilatation of the aortic arch (maximum diameter,
43 mm), of the descending aorta (56 mm), and of the ab-
dominal aorta (66 mm). The main visceral vessels emerged
from the true lumen. Echocardiography revealed severe
mitral regurgitation and moderate systolic dysfunction of
the left ventricle. We performed a mitral valve replacement
associated with aortic arch replacement and descending
aortic stent-grafting according to the frozen elephant trunk
technique3 with a 24-mm E-vita Open Plus hybrid prosthe-
sis. Three months later, the patient was readmitted for
intractable dorsal and lumbar pain. Computed tomographic
scan showed complete thrombosis of the false lumen at the
stent-graft level and partial thrombosis below (Figure 1).
Nevertheless, the thoracoabdominal aortic diameter had in-
creased. We decided to perform regular surgery for treat-
ment of the thoracoabdominal aneurysm. Femorofemoralardiovascular Surgery c Volume 144, Number 1 e5
FIGURE 1. Transverse section contrast-enhanced computed tomographic scan control after placement of hybrid endoprosthesis. A, Complete thrombosis
of the false lumen at the stent-graft level. B, Partial thrombosis at the lower descending aortic level. C, Patent false lumen at the abdominal level.
Case Reportscardiopulmonary bypass was established. Through a left
thoracophrenolaparotomy and under conditions of hypo-
thermic circulatory arrest, the aneurysm was opened. The
distal portion of the E-vita Open Plus stent-graft was there-
fore resected. A 24-mm Dacron polyester fabric tube graftFIGURE 2. Transverse section contrast-enhanced computed tomographic scan
entire E-vita Open Plus (JOTEC GmbH, Hechingen, Germany) endoprosthe
dimensional reconstruction of the aorta showing the residual segment of stent-gr
replacement of the entire aorta with reimplantation of the segmental and of the
e6 The Journal of Thoracic and Cardiovascular Surgewas sutured to the stent-graft and crossclamped to restart
cardiopulmonary bypass from the side branch of the tube.
Both patent intercostal arteries and visceral patch were re-
implanted on the graft. The intercostal arteries were reim-
planted with an aortic patch directly anastomosed to thes at the level of the bifurcation of the main pulmonary artery, showing the
sis (A) and the tube graft after endoprosthesis resection (B). C, Three-
aft and its anastomosis with the tube graft (white asterisk) and the prosthetic
visceral arteries (white arrows).
ry c July 2012
Case Reportstube. The abdominal aorta was replaced down to the iliac
junction. No postoperative complications were noted. Pre-
discharge computed tomographic scan showed excellent re-
sult of thoracoabdominal aorta replacement (Figure 2).
DISCUSSION
A multicenter investigation of the hybrid endoprosthesis
for obliteration of the false lumen in the downstream tho-
racic aorta has reported the feasibility and efficacy of
this approach, with a 25% rate of distal aortic reinterven-
tion at midterm follow-up.4 The published reports scarcely
discuss the optimal management for further intervention on
the downstream aorta. The connective disorder of our pa-
tient was likely a determinant of subsequent aortic
enlargement, despite successful positioning of hybrid en-
doprosthesis and even though we did not oversize the pros-
thesis more than 10% as recommended.4 Moreover, the
frequency of patients with Marfan syndrome in the pub-
lished series is low and does not allow us to draw definitive
conclusions regarding the reliability of endoprostheses in
this subgroup. Finally, the absence of a distal landing
zone before the origin of the visceral vessels and the risk
of spinal cord injury5 oriented our strategy toward open
surgery.
During the thoracoabdominal operation, we unexpect-
edly localized 3 couples of patent intercostal arteries at
the T8 through T10 levels, just near the distal landing
zone of the E-vita Open Plus endoprosthesis. The proximal
part of the descending aorta was managed under hypother-
mic circulatory arrest to avoid crossclamping of the stent-
graft. On the basis of our institutional expertise with theFrom the Section of Pathology,a Department of Pathology and Laboratory Medicine,
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The Journal of Thoracic and Cperformance of hypothermic circulatory arrest, we decided
to adopt this strategy instead of using a balloon occluder to
manage the proximal descending aorta. The distal portion
of the stent-graft was resected, and a confident end-to-end
anastomosis was performed between the stent-graft stump
and a Dacron polyester fabric tube. The stent struts did
not at any time present an obstacle to the realization of
the anastomosis.
In conclusion, the surgeon should consider the possibility
of resecting a portion of the distal stent-graft of the E-vita
Open Plus endoprosthesis at the time of open surgery on
the thoracoabdominal aorta to perform the proximal anasto-
mosis at the desired level. This may allow a more radical re-
section of the diseased aortic tissue and the reimplantation
of all patent intercostal arteries.References
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lar aneurysm repair. Ann Thorac Surg. 2008;86:1809-14.A left atrial myxomalike rhabdomyosarcomaDomenico Corradi, MD,a Giovanni Andrea Contini, MD,b Tiziano Gherli, MD,b and
Francesco Nicolini, MD, PhD,b Parma, ItalyCardiac tumors are exceedingly rare, with their fre-
quency being estimated between 0.0017% and 0.33%.1
Despite its limited myocardial mass, the left atrium isvery frequently involved in both benign and malignant
primary cardiac tumors, with polypoid myxoma being
the most frequent type.2 We report here the exceptional
case of a fully polypoid left atrial rhabdomyosarcoma
without myocardial infiltration, mimicking a cardiac
myxoma.CLINICAL SUMMARY
A 39-year–old man was referred to our heart surgery
unit because of the recent discovery of a left atrial mass,
echocardiographically consistent with cardiac myxoma.
The patient’s recent medical history had been character-
ized by such nonspecific symptoms as sporadic fever,ardiovascular Surgery c Volume 144, Number 1 e7
